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CASE OF EXTIRPATION OF CANCEROUS GOITRE. 

Dr. Willy Meyer presented a man, who was fifty-two years of 
age, and who had first noticed a swelling on the left side of his neck 
five years previously. Within the next three years it slowly grew 
towards the median line of the neck, but caused no special trouble 
until recently. About Christmas last the patient slipped and fell on 
his back, the trunk resting on the sidewalk and the head hanging 
backward into the gutter. Since that time the swelling had increased 
rapidly. When the reporter first saw him, about four weeks ago, he 
presented a large, hard, nodular swelling on the anterior aspect of the 
neck, reaching from one sterno-mastoid muscle to the other. It 
moved up and down with the larynx. There were several large 
glands posterior to the sterno-mastoid muscles. As the patient had a 
good deal of trouble in breathing and swallowing, and also pain, and 
as the growth seemed not to have broken through the capsule of the 
thyroid, it was decided to extirpate the goitre, choosing the incision 
proposed by Prof. Kocher, following the fold in the skin reaching 
from one sterno-mastoid to the other, and cutting down in the 
median line to the manubrium sterni. The left superior thyroid 
artery being reached, it with its vein was divided between two liga¬ 
tures. Proceeding further, the inferior thyroid artery was seen. In 
this case there were apparently two arteries. They were only ligated, 
not cut. The entire growth was then lifted up. It was firmly 
attached to the trachea, from which it had to be separated with the 
knife. The right side was then attacked and freed in the same 
manner as the left with the knife. When the operation was nearly 
finished and the lower pole of the right side reached, it was found 
that here the cancer had perforated the capsule and that cancerous 
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tissue surrounded the common carotid. There was also a sub-sterna! 
process of the tumor. The growth was, therefore, shelled out with 
the finger as completely as possible. For this reason it was not 
thought advisable to go on and remove all of the outlying enlarged 
glands in the neck. The wound was closed, a tube was introduced 
alongside the muscles on either side, and a small strip of iodoform 
gauze was also inserted. The operation had lasted nearly three 
hours, but the patient stood it very well, and no special rise of tem¬ 
perature followed. The next day he was found to be aphonic, and 
had continued more or less so since, now and then being able to 
speak, however, with a hoarse voice. Dr. Meyer thought he might 
have wounded the right inferior recurrent nerve, but the laryngoscopic 
picture revealed no paralysis of either vocal cord, both the cords 
being nearly parallel with each other and remaining.so continuously 
with inspiration and expiration. Whether it is a paralysis of the 
abductors or a slight spasm of the adductors he was unable to say at 
the present time. The patient may yet regain his voice. He has 
now been fully relieved of his former troubles. 

Dr. McBurney said that in this case the question might arise 
what procedure we should recommend when complete extirpation of 
a malignant goitre was impracticable. He thought in such cases we 
could relieve the symptoms due to pressure upon the trachea with less 
danger either by dividing the isthmus, leaving the two lateral por¬ 
tions, or taking away one half only. Such a device works very well 
indeed as far as relief goes. Of course, in Dr. Meyer’s case the tumor 
appeared to be entirely within the capsule, and there was a chance of 
completely extirpating the disease, but he was speaking only of cases 
where we know we cannot remove the whole disease and can only 
relieve symptoms. 

Dr. Kammerer mentioned several operations for malignant 
growths of the thyroid which had been under his care. If total 
extirpation is advisable in any case it is in these tumors, provided the 
disease is confined to the gland alone a fact which we are unable to tell 
by mere manipulation of the tumor before proceeding to an operation. 
When the tumor is confined to the thyroid gland operation justifies a 
fair prognosis. Of several total extirpations for malignant disease he 
recalled two in which the growth had not perforated the capsule. 
One was a very large cancerous thyroid, and there was no recurrence 
after extirpation for four years, when recurrence did take place, and 
it ran a rapid and fatal course. In another case in which the diag- 
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nosis of cancer was established without doubt, the patient is still 
living, without any recurrence, seven or eight years after total extirpa¬ 
tion. He did not think the operation for malignant goitre, if the 
tumor is simply of the thyroid gland, is much more difficult than the 
extirpation of large parenchymatous tumors. But when the growth 
has perforated the capsule, the operation, of course, becomes one of 
the most difficult. In connection with this subject he presented 
a specimen of a thyroid node in which he had that afternoon 
attempted enucleation but had been unsuccessful. It was in the case 
of a girl of twenty-two years, whose left thyroid lobe was much 
increased in size. After careful examination he excluded a cyst and 
came to the conclusion that it was a node and a proper case for 
attempting enucleation. He made a longitudinal incision over the 
tumor, carrying it through the muscles upon the capsule, and then 
began dividing the parenchyma of the gland. He had only made an 
incision about an inch long when the haemorrhage became so alarming 
that he had to desist from this procedure. He made several vain 
attempts at controlling the haemorrhage with artery forceps, but 
finally was compelled to resort to a running suture supplemented by 
compression. The moment compression was applied the entire node 
collapsed, emptying itself through the small incision in the thin 
glandular capsule. He then resorted to typical extirpation, ligating 
the thyroid arteries and taking out the entire left lobe, finally cutting 
through at the isthmus, according to Kocher. This case demonstrates 
the advisability of not adhering too strictly to one method— c., 
enucleation or extirpation. In enucleating free haemorrhage is to be 
expected, but when it is excessive the operation ought to be aban¬ 
doned in favor of typical extirpation, wherein the necessary haemor¬ 
rhage is to a certain extent under our control. 

WITZEL’S METHOD OF GASTROSTOMY. 

Dr. Meyer remarked that he had very recently presented to the 
Society the specimen of a stomach from a case in which he had per¬ 
formed gastrostomy for cancer of the oesophagus by Witzel’s method 
for the first time, the patient having died within six days thereafter 
of double pneumonia. Shortly after he performed the same operation 
upon a female who died of heart failure within thirty-six hours. Not 
long after another patient came under his care whom he now pre¬ 
sented to the Society. He is fifty-six years old, and acquired specific 
disease thirty years ago. He first noticed difficulty in swallowing 
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three years ago. Under the use of iodide he improved greatly for a 
time, being soon again able to swallow. Three months ago he sud¬ 
denly developed great difficulty in deglutition ; could not even drink 
fluids. Again, although an apparent turn for the better took place, 
yet he followed advice and submitted to an operation. Four weeks 
ago (April 13) Witzel’s method of performing gastrostomy was re¬ 
sorted to, viz : Fenger’s incision ; blunt division of the outer portion- 
of the rectus muscle; primary opening of the stomach by a very small 
hole, the peritoneal cavity being well protected by aseptic gauze com¬ 
presses. Then the tube was buried in the stomach wall for about two 
inches, and the entire area of operation on the stomach lined by peri¬ 
tonaeum. The outer wound was closed by stitches up to its inner 
angle, where the tube passed out. A strip of iodoform gauze drained 
the peritoneal cavity; another one was passed down alongside the 
tube to the stomach wall. The man had only recently recovered from 
a severe attack of pneumonia, and after the operation signs of this dis¬ 
ease developed in the same lung area and there was some rise of tem¬ 
perature, still he made a good recovery. He had to be made to sit 
upright after the operation, still no special leakage has ever set in. 
The patient took his supper about two hours ago. If the tube was 
now removed from the fistula and the man made to cough as hard as 
he could, not a bit of stomach contents would be pushed out. The 
skin around the fistula was in perfect condition. The man is now 
able to swallow bread and meat. It is the reporter’s intention to let 
him first pick up somewhat and then have him swallow a perforated shot 
on a silk thread. Then to wash out his stomach, fill it with water, 
and, with the help of the cystoscope, search for the lower end of the 
thread and extract it with a slender dressing forceps. With the aid of 
this end projecting out from the stomach opening, the other drawn out 
through the mouth, oesophageal dilators can be passed from below 
upward. If the character of the oesophageal stricture should prove 
to be simply specific, the prospects are, of course, quite favorable, 
with reference to restoring the normal calibre of the oesophagus. After 
sufficiently stretching the wound the tube may be withdrawn from the 
gastric fistula, permitting it to close with the possible result that this 
artificial canal, which traverses the abdominal and stomachic walls 
obliquely , may heal spontaneously, without any further surgical inter¬ 
ference. On the other hand, it is possible, in this case, that a malignant 
growth has developed on the basis of old specific ulcerations and scars 
Further observations will soon prove the character of the disease. 
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FRANK’S METHOD OF GASTROSTOMY. 

Dr. Meyf.r presented another patient, illustrating Frank’s method 
of performing gastrostomy. The man is sixty-two years old and has 
had symptoms of malignant stricture of the oesophagus since last 
spring. When he entered the hospital he was very low, was unable 
to swallow even a drop of water, and had to be put on rectal alimen¬ 
tation and stimulation preparatory to an operation. The operation 
was performed sixteen days ago according to the recently described 
method of Frank, which is only suitable in cases of cancerous stric¬ 
ture of the (.esophagus, where a permanent gastric fistula is to be 
established. The operation is simpler than that of Witzel. The 
peritoneal cavity is opened in the line of Fenger’s incision, pretty 
close to the border of the ribs. Then the stomach is pulled forward 
and a cone of about one to one and a half inches of the anterior wall 
is held outside and in front of the wound with the help of one or two 
silk slings. The base of this cone is now lined with peritoneum all 
around, and thus the abdominal cavity is at once closed. Now a 
second incision is made above the border of the ribs, about three- 
quarters to one inch long, only penetrating the skin; the interposed 
bridge of skin is bluntly undermined and the stomach cone pulled 
underneath it and out of the upper wound. There it is incised with 
the knife and stitched to the skin. The incision can be made very 
large. Still a one-half to three-quarter inch stomach-wound will later 
always allow the largest tube to pass with ease. 

Dr. Frank has done the operation of gastrostomy in this way 
three times. He was enabled to feed the patient through the open¬ 
ing at once, introducing scraped meat and bread through a large 
syringe. The patient does not have to wear a tube at all, yet in 
spite of coughing nothing oozes out. 

Before operating on this patient, Dr. Meyer had had an oppor¬ 
tunity to try the method on another patient at the German Hospital, 
but he was extremely low, and died of heart failure the following 
day. The patient presented was operated upon sixteen days ago. 
On pulling the stomach forward, some trouble was experienced in 
holding it there, because of the resistance offered by the malignant 
growth atthecardia. As a consequence of the undue traction exerted 
upon the attachments to the skin, a part of the lower circumference 
of the opening in the stomach has somewhat retracted, and the 
upper wound, which had been made at least three quarters of an inch 
above the border of the ribs, has been pulled down below this 
36 
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border, yet the result has been very good. The patient does not 
weara tube. At the time of feedinga tube is always easily introduced. 
This patient also had a full stomach when presented. More water 
was added, and he was made to cough hard; not a drop escaped. 
He believed that Frank’s method of gastrostomy will become the 
standard operation for malignant stricture of the oesophagus, especially 
1 the tumor is situated above the cardia. For cardia tumors of the 
stomach, which cannot be well ptdled forward, Von Hacker’s opera¬ 
tion may be more advisable. In cases of cicatricial tubular stricture 
of the oesophagus, requiring a temporary gastric fistula, Witzel’s 
operation should be preferred. 

OSSIFYING H/EMATOMA. 

Dr. Van Arsdale presented a case and read a paper. See July 
Annals of Surgery, page S. 

Dr. B. F. Curtis had had the pleasure of seeing Dr. Y r an Arsdale’s 
operation upon this case, and the pathological appearances were of 
the greatest interest; the way in which the fibres of bony structure 
interlaced with those of the tendons and the insertion of the muscles 
was particularly striking. The ossification was not confined under 
the periosteum, but extended outside, the tumor not having over the 
greater part of its surface, as he recollected it, any true capsule. 

Sometime before seeing this case, he saw one which he thought, 
from studying this case, must have been of a similar character. It 
occurred in a young woman who had been struck pretty sharply on 
the forearm. A tumor appeared, the arm became quite lame, rota¬ 
tion was interfered with, but under domestic applications the swell¬ 
ing became considerably reduced. When he saw her four weeks 
after the injury, she had a considerable thickening on the posterior 
aspect of the radius at the junction of the upper and middle thirds. 
The swelling also dipped down between the radius and ulna, and 
limited supination mechanically. Its surface was hard and nodular. 
Fearing from the history of the patient that a tubercular process 
might be developing, and doubting whether it could be a sarcoma 
from traumatism of such recent date, he immobilized the arm per¬ 
haps two weeks, at the end of which time the pain and tenderness on 
active motion had disappeared, but the tumor remained, though 
slightly smaller. YY’hen'he saw her nearly a year afterward, rotation 
was still limited and the tumor was present. He thought there had 
been traumatic hamicrrhage under the periosteum, and ossification 
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took place, forming a smooth tumor with apparently a distinct cap¬ 
sule. The question of diagnosis between ossifying hrematoma and 
malignant tumors is, as the author has said, a very important one. 

HYSTERECTOMY BY THE SACRAL ROUTE. 

Dr. C. K. Briddox presented the following case: Annie Hughes, 
aged forty-five, mother of seven children, had generally enjoyed good 
health, was not aware that she had ever suffered from any womb 
trouble, and was compelled to enter the Presbyterian Hospital, 
January 30, 1S93, on account of inability to pass water. 

The house surgeon experienced some difficulty in emptying her 
bladder, encountering an obstruction in the urethra, about one inch 
from the meatus. The cervix was displaced to the right of the 
median line. It was the seat of cancerous ulceration, was fixed by 
infiltration of the right broad ligament, and by a tumor as large as 
the two fists which occupied the left half of the pelvis, rising slightly 
above the brim; bi-manual palpation made it out to be spherical in 
form. Impulse conveyed to it from above passed through the cervix, 
but it was almost immovable and of stony hardness. It was believed 
that the difficulty in urinating was due to some twist of the urethra, 
caused by traction of the tumor. A small portion of the cervical 
growth was removed, and after examination by the pathologist was 
pronounced malignant. 

In view of the fact that it was probable the patient would have 
to be catheterized for the remainder of her life, it was considered 
best to advise an operation, and inasmuch as the fixed character of 
the tumor in the left half of the pelvis made it inoperable by the 
vaginal method, it was decided to do the modification of Kraske, 
recommended by Schede. 

Operation .—February 13, ether narcosis, patient prone with 
thighs flexed at right angle with trunk over the end of a table. 
Incision in median line from over the middle of sacrum to within an 
inch of anus. After clearing the lower part of the sacrum, coccyx and 
sacro-sciatic ligaments, the lower part of the sacrum was divided 
with a chisel, and the hremorrhage during the separation of the bone 
was disagreeably free, and only controlled by its rapid removal, 
when it almost ceased at once, only requiring sponge pressure to con¬ 
trol it thereafter. The pelvic fascia was then divided along the 
middle line; the rectum was separated by blunt dissection, and 
displaced to the left. The cavity of the peritoneum was then 
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opened, and what was at first supposed to be an atrophied uterus, 
connected closely to the rigitt wall of the pelvis by an infiltrated 
broad ligament, and continuous with the tumor of bony consistence, 
that was impacted in the left half of the pelvis, was with very 
great difficulty delivered through the wound. Mass ligatures were 
then applied to the pelvic attachments of the right broad ligament, 
and the remainder of the operation, the division of the vagina and 
the section of the left ligament, was facilitated by the traction 
exerted through the medium of the tumors. It was now found that 
what was supposed to be an atrophied uterus was really the cervix, 
and that the bony mass occupying, and almost immovably fixed in 
the right half of the pelvis, was the body of the uterus, occupied by 
an old fibroma, covered by a complete unyielding shell of calcareous 
matter, and bent at a right angle with the cervix. The junction of 
the cervix with the body was so attenuated as to resemble broad 
ligament. The convalescence of this patient has been exceedingly 
slow. The wound, April 12, is nearly, and probably will be finally, 
healed by the end of the month, that is, nearly three months after 
date of operation. 

He had had five sacral resections during the past few months. 
Of course they were done in exceptionally severe cases, which could 
not have been successfully dealt with by other methods; but the 
operation is a severe one, the mortality great, and in the cases where 
they recover from the immediate effects of the operation, the clos¬ 
ing of the large gap, which is left behind, is necessarily tedious, and 
he apprehended that in quite a number of the cases control over the 
bladder would be lost. 



